A total of 328 cases (208 with migraine and 120 with tension headaches) and 471 control subjects took part in the study. Characteristics between migraine cases and control subjects were generally similar, although the migraine group was slightly older (10.1 vs 9.0 years; P = .001). Prevalence of a history of colic in the migraine, tension headache, and control groups was 72.6%, 35.0%, and 26.5%, respectively. Logistic regression demonstrated an associated odds ratio between infantile colic and migraine of 6.61 (95% confi dence interval: 4.38-10.00); this association was not found for colic or tension-type headaches.
Why do we care?
The fi rst step to narrowing a broad differential diagnosis is a careful history and physical examination. Perhaps this additional point in the history might help you to build a case for migraine while avoiding further testing. A recent qualitative meta-analysis focused on a 7-year project funded by the Swedish Childhood Cancer Foundation attempted to closely examine encounters between hospital clowns and sick children. The analysis combines the semi-structured interviews of 51 participants (13 hospital clowns, 20 staff members, 9 children, and 9 parents) conducted over the 3 individual studies included in the larger project. Interview topics were varied but generally focused on interpersonal relationships, roles, and the value of the encounters.
In the words of the expert…
The key fi ndings.
Three main benefi ts to hospitalized children emerged from the interviews. First, the children enjoyed being provided a quality of care that transcends boundaries. Although it can be achieved in a variety of ways, allowing the children to explore the "lighter side of life" and to express their own wishes provided clear benefi t. Second, providing a nondemanding quality of care, one that is free from obligation and requires nothing in return (read that as "joy without demands"), was found to help patients and siblings alike. Third, clowns provided a "positive counterweight" by serving as a distraction that downplayed medical care in diffi cult situations.
Why do we care?
Great question, because if your institution is anything like mine, it's unlikely that you have a local hospital clown on speed dial. However, what the data here suggest, to me at least, is that distraction can be a powerful tool in a children's hospital. Your hospital likely employs certifi ed Child Life Specialists (full disclosure: I'm married to one) who are specifi cally trained in using distraction techniques for children. They are not merely the gatekeepers of the playrooms; they have often undergone extensive training in caring for the psychosocial needs of children regardless of medical condition. For painful procedures or simply stressful times in the hospital, these data suggest that distraction can help patients to cope.
Why this article?
Because it's probably something that you haven't read and something that could actually affect your practice in a consistently remarkable way. 
Straight from the author's mouth…

DEFICIENCY: THE D STANDS FOR D I bet you've had a patient with asthma this week. And I bet you didn't give him or her vitamin D. And if you're anything like me, you didn't even know the 2 were related.
The study.
This 2013 randomized trial from India aimed to defi ne the therapeutic role of vitamin D in children with moderate to severe bronchial asthma as an adjunct to standard preventative treatment. One hundred children aged 5 to 13 years visiting an asthma clinic were randomized to receive either oral vitamin D 3 (60 000 IU) once a month for 6 months or placebo. They were assessed at monthly visits. The primary outcome measure was a change in the Global Initiative for Asthma severity score.
Treatment groups were similar in almost all measured demographic characteristics and in severity of asthma at enrollment. An intention-to-treat analysis found that by the 6-month follow-up, patients in the treatment group had more improvements in ® AN OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS asthma severity (P = .016), decreased frequency of acute exacerbations (P = .011), improved peak expiratory fl ow rates (P < .001), and fewer emergency department visits (P = .015) than the placebo group.
Why do we care?
True, larger trials are needed to defi ne the role of vitamin D in asthma. But as a pilot study, these data are pretty provocative. Stay tuned; I'm guessing we're going to hear more about this treatment in the near future.
Why this article?
There is some evidence to indicate that severe asthma and vitamin D defi ciency are related. But here is a randomized, double-blind, placebocontrolled trial that suggests adding vitamin D to a treatment regimen can dramatically improve asthma control. 
